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ABSTRACT 
The purpose of this longitudinal study was to investigate age (60, 80, and 100 years), 
gender, and ethnic (Blacks and Whites) differences in mental health in community-dwelling 
older adults from the Georgia Centenarian Study and to assess mediating and moderating 
effects (i.e., social support, life events, and subjective health) on the relationship between 
demographic variables and mental health. Three mental health areas were assessed: life 
satisfaction, morale, and depression. We examined 321 participants at Time 1 (T1) and 201 
participants at Time 2 (T2). The results suggest that centenarians had lower levels of life 
satisfaction at T1, morale (T1 and T2), and higher levels of depression (T1 and T2) compared 
to sexagenarians and octogenarians. Gender differences were only found for depression at 
T1. Women reported higher levels of depressive symptoms compared to men. There were no 
mean differences between men and women on the other mental health dimensions. No ethnic 
differences were obtained for mental health. Social support and perceived health mediated 
the relationship between demographic variables and mental health. Finally, when assessing 
moderating effects, social support moderated the relationship between age (60 & 80 years) 
and life satisfaction, indicating that older adults had higher life satisfaction even when 
receiving low social support. Health positively moderated the relationship between ethnicity 
and depression, suggesting that Blacks (but not Whites) reported high depressive symptoms 
even when reporting good health. 
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I —INTRODUCTION 
The world population is aging, and countries are experiencing an increase in life 
expectancy at age 65 (U.S. Census Bureau, 2001). The origin for such changes in the older 
population is caused by lower fertility rates and improvements in health. This high proportion 
of the older population and the increase in longevity may cause a great demand for mental 
health care services with a larger financial cost for societies. There may also be more age-
related physical and mental health problems, decreases in general mental well-being, and the 
quality of life. Mental health is a very important component of overall well-being that helps 
older adults deal with and cope with life stressors. According to the Surgeon General's 
Report (U.S. Department of Heath Human Services, 1999), approximately 20% of people 
over 55 years of age have mental health disorders that are not a "normal" part of the aging 
process. Studies reveal that mental illness (e. g., depression) in older adults often remains 
under-recognized and under-treated (U. S. Department of Health and Human Services, 1999). 
Rabins (1996) concluded that unmet needs for mental health services tend to increase with 
age, and the oldest old are the group that has the greatest unmet needs. 
Mental health is defined by the World Health Organization (VVHO) as ".. . a state of 
well-being in which the individual realizes his or her own abilities, can cope with the normal 
stresses of life, can work productively and fruitfully, and is able to make a contribution to his 
or her community" (WHO 2003, p.7). According to the Surgeon General's Report (U.S. 
Department of Health and Human Services, 1999) mental health is defined as "... a state of 
successful performance of mental function, resulting in productive activities, fulfilling 
relationships with people, and the ability to adapt to change and to cope with adversity" (p.4). 
Vaillant (2003) pointed out that "mental health must always be broadly defined in terms that 
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are culturally sensitive and inclusive" (p.13 82). Mental health is more than the opposite of 
mental illness. Mental illness seems to be very common in all countries and is the cause of 
immense distress and social costs (WHO, 2003). Mental illness is a burden for individuals, 
family, and society. 
The main purpose of this study was to examine age, gender and ethnic differences 
and changes in mental health among older adults. I assessed mental health through several 
separate, but interrelated areas: life satisfaction, morale, and depression. I also investigated 
whether possible age, gender, and ethnic effects on mental health were explained by 
mediators or moderators such as social support, perceived health, and number of life events. 
My goal was to find out if there were age, gender, and ethnic differences in mental health, 
and if the relationship between demographic variables and mental health could be explained 
by the influence of social support, cumulative life events, and perceived health. 
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II —LITERATURE REVIEW 
I divided the following literature review into the following sections: First, I will 
provide a brief overview of mental health. Next, I will discuss findings related to age, gender, 
and ethnic differences in life satisfaction, morale, and depression. Finally, I will summarize 
findings which explore the mediating and moderating effect of social support, perceived 
health, and number of life events on the relationship between the demographic variables and 
mental health. 
Aspects of Mental Health. 
When studying mental health, life satisfaction, morale, and depression are important 
components to be considered. Life satisfaction is an important component of well-being 
(Diener, Suh, Lucas, &Smith, 1999) and was defined by Veenhover (1991) as "the degree to 
which a person positively evaluates the overall quality of his/her life as-a-whole" (p.6). 
Morale has been defined by Lawton (1975) as the basic sense of self-satisfaction, including 
the notion that there is a place in the environment and recognition of what cannot be 
modified. 
A very common mental illness experienced by older adults is depression. Minor 
depression or dysthymic disorder (which is the focus of this study) is characterized by "a 
chronic disturbance of mood involving depressed mood (or possibly an irritable mood in 
children or adolescents), for most of the days than not, for at least two years (one year for 
children and adolescents). In addition, during these periods of depressive mood there are 
some of the following associated symptoms: poor appetite or overeating, insomnia or 
hypersomnia, low energy or fatigue, low self-esteem, poor concentration or difficulty making 
decisions, and feelings of hopelessness" (American Psychiatric Association, DSM-III-R, 
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1987, p. 230). Feelings of depression by older adults can be explained by the difficult 
experiences that are part of the aging process, such as loss of family, friends, declining 
socioeconomic status, and deteriorating physical health (Butler, Lewis, &Sunderland, 1991). 
Blazer, Burchett, Service, and George (1991) found that depression is clearly related to 
functional impairment and is also related to increased morbidity and mortality. 
Depressive disorders tend to be a burden on people and society (Judd, Paulus, Wells,. 
& Rapapport, 1996) and also have a significant public health impact (Johnson, Weissman, & 
Klerman, 1992). If not treated, it can have a severe impact on older adults' lives. Depression 
is projected to be the second leading cause of disability by 2020 (Murray &Lopez, 1997). It 
can also lead to deterioration of many medical disorders and disabilities (Alexopoulous et al., 
2002; Blazer, 2003). Depression tends to be associated with suicide (Conwell &Brent, 
1995), morbidity, and mortality in later life (Bruce, Seeman, Merrill, &Blazer, 1994). 
Depression still remains under-recognized and under-treated (U. S. Department of Health and 
Human Services, 1999), even though it is a very common illness with so many negative 
consequences for older people. Fiske, Gatz, and Pedersen (2003) stated that it is important to 
"ask whether increases in depressive symptoms in old age may be accounted for by inclusion 
of somatic symptoms on depressive symptoms checklists, because many somatic symptoms 
of depression are also commonly found in nondepressed older individuals who are not 
physically ill" (p. P320). In the following sections I am going to summarize age, gender, and 
ethnic differences and changes in mental health. 
Age Group Differences in Mental Health 
There are contradictory findings concerning age differences in mental health. In 
particular, the relationship between aging and depression is unclear. Studies about major 
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depressive disorders frequently show that older adults report lower scores (Girling, et al., 
1995). But, contradicting this finding, studies investigating depressive symptoms showed that 
older adults reported higher scores in depression (Newman, 1989). Blazer (2000) found that 
among the oldest old, depression is commonly related to physical and psychiatric problems. 
According to Bolla-Wilson and Bleecker (1989) older people tend to report more somatic 
than nonsomatic symptoms when compared to younger adults. When looking for changes in 
mental health, Fiske et al. (2003) found that depressive symptoms increase little with age, 
and such increase is not related to a cohort effect and is not a result of measuring symptoms 
of a comorbid physical illness. The authors reported the change found in depressive 
symptoms could be attributed to negative life events experienced in later life. Contradicting 
those findings, Hertzog, Van Alstine, Ursala, Hultsch, and Dixon (1990) found a decrease in 
depressive symptoms as people age. When looking at age differences, one study (Martin, 
Rott, Kerns, Poon, &Johnson, 2000) found that centenarians reported higher levels of 
depressive symptoms than sexagenarians and octogenarians. 
According to Blazer (2000), depressive symptoms tend to be more common among 
the oldest-old than youngest old. He affirmed that the oldest-old (i.e., 85 and older) usually 
are more likely to be women, poor, less educated, and receive more federal transfer 
payments. Some other possible explanations for age differences according to White, Blazer 
and Fillenbaum (1990) can be attributed to aging, gender, higher levels of physical 
disabilities, higher cognitive illness, and socioeconomic burden. Contradicting this findings, 
Haynie, Berg, Johansson, Gatz, and Zarit (2001) reported that older adults (80 years and 
older) were found to have lower depressive symptoms. Possible reasons given by the authors 
include the fact that individuals who reach old age tend to be in much better health than those 
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who either die or stop participating in a study. Haynie et al. (2001) affirmed that depressive 
individuals may die earlier, influencing the lower rates of depressive symptoms in older 
adults. Opposing those findings, Berkman et al. (1986) found no age differences in 
depressive symptoms when comparing younger and older adults. In a longitudinal twin study 
with participants over 80 years of age, Haynie, Berg, Johanson, Gatz, and Zarit (2001) 
showed that older adults reported lower scores and a decrease in depressive symptoms from 
Time 1 to Time 2. 
When life satisfaction was the focus of mental health, there are conflicting findings; 
some studies indicated that there is a positive linear correlation between age and life 
satisfaction (Prenda &Lachman, 2001). In a study including 40 nations, Diener and Suh 
(1998) found little difference in life satisfaction across cohorts. Mroczek and Spiro III (2005) 
in a study of change in life satisfaction on men from 32 to 92 years old reported that life 
satisfaction increased until the age 65, then decreased over time. They also found individual 
differences in the rate of change. Another study reported similar results: life satisfaction 
tended to decrease for the very old, and health and ADL were the strongest predictors of this 
decline (Bowling &Grundy, 1997). 
When studying age differences in morale, a study among the oldest old in Sweden 
compared three age groups (i.e., 85, 90, and over 95 years). The authors found that the oldest 
old had high levels of morale (Wagert et al., 2005), and some of the reasons mentioned were 
that morale was associated with the lack of depressive symptoms, living at home, and low 
levels of loneliness among the oldest old. Studies on age differences in morale demonstrated 
that older age groups reported lower morale compared to their younger counterparts (Wong, 
Woo, Hui, and Ho, 2004). Disability tends to be linked with lower levels of morale in later 
life (Lamb, 1996). Another study (Bennett, 2005) of community dwelling individuals 65 
years and older showed that age influenced morale, suggesting that older persons had lower 
morale. Finally, Lee and Ishii-Kuntz (1987) in a study of individuals 55 years and older 
found that morale tended to increase as interaction with friends increased. 
Gender Differences in Mental Health 
Gender has often been an important component when studying mental health. In this 
study, there are several reasons to investigate gender differences in mental health. Pinquart 
and Sorensen (2001) in ameta-analysis highlighted a great number of studies that have 
shown gender differences, with a disadvantage for women. Such disadvantages include 
health, showing that women tend to be higher in morbidity rates (Lawrence & Jette, 1996). 
Second, due to higher longevity, women are more likely to experience widowhood than men. 
The final disadvantage related to women's greater likelihood to be poor, and women 
typically have lower pensions than men (Moen, 1996). Contradicting these findings on 
gender differences, Hyde (2005) conducted ameta-analysis to evaluate the gender 
similarities hypothesis on different domains and concluded that the majority of studies did 
not find significant gender differences. Results reported by Pinquart and Sorensen (2001) 
concerning gender differences on life satisfaction, self-esteem, and happiness showed only 
small effect sizes. 
Studies on gender differences in mental health typically have reported higher rates of 
psychological distress and depression for women than men (Dohrenwend & Dohrenwend, 
1980). Contrary to those findings, Kessler et al. (1994) reported that overall rates of mental 
illness were almost identical for men and women. Some of Haynie et al.'s (2001) findings 
noted that gender was not related to negative affect. Gender differences rates in depression 
8 
were maintained across the life span with higher prevalence among elderly women than 
among elderly men (Vazquez-Barquero et al., 1992). Nolen-Hoeksema (1990) affirmed that 
across many nations, cultures, and ethnicities, women were twice as likely as men to develop 
depressive symptoms. The reason for the gender differences in depressive symptoms with a 
higher occurrence in women are attributed in part to higher rates of comorbidity, disability, 
loneliness, and poverty (Harris, Surtees, &Bancroft, 1991). Gender differences may be due 
to biological reasons as well (Bebbington, 1996). Mirowsky (1996) suggested that the size of 
gender differences may actually increase over time. Fiske et al. (2003) reported that women 
showed higher levels of depression over time when compared to men. Opposing those 
findings, Barefoot, Helms, Mortensen, Avlund, and Schroll (2001) found that gender 
differences in depressive symptoms tended to decrease over time. 
When looking at gender differences in life satisfaction, there are also inconsistent 
findings. Smith and Baltes (1998) found higher life satisfaction in older men compared to 
elderly women. Confirming this study, Pinquart and Sorensen (2001) showed that older 
women reported slightly lower levels of life satisfaction and happiness compared to men. 
Some of the reasons attributed by the authors were the disadvantages of older women in 
health, SES (socio-economic status), and widowhood. In contrast, Coke (1992) found higher 
life satisfaction for women when compared to men. Gender-related differences in life 
satisfaction were found by Chipperfield and Havens (2001) to decline over time for women 
compared to men. 
When studying gender differences in morale, Ryff (1989) found that women reported 
lower levels of morale compared to men. Smith and Baltes (1998) reported similar findings, 
showing that women tended to have poorer well-being. Another study with Chinese elderly 
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reported lower morale for women (Wong et al., 2004). According to the authors of this study, 
possible reasons for such difference could be attributed to the more common occurrence of 
chronic conditions in women, as well as lower self-esteem and poorer educational level in 
that cohort compared to men. Contrasting these findings, Bennett (2005) did not find any 
significant influence of gender on morale. From the literature review I conclude that when 
studying gender differences and changes in mental health it is very important to consider the 
effect of possible mediators and moderators in the relationship between gender and mental 
health. 
Ethnic Differences in Mental Health 
The increasing number of the older population may bring a growing number of 
ethnically diverse groups. There are not many studies concerning ethnic differences in mental 
health, and several of them have shown contradicting findings. For example, a study by Mui 
and Burnett (1996) reported that African American women had fewer depressive symptoms 
compared to Caucasian women. Other studies showed no differences in mental health. For 
example, a study on predictors of depression in older adults found no ethnic differences 
(Husaini, 1997) between Blacks and Whites. Blazer, Landerman, Hays, Simonsick, and 
Saunders (1998) also reported no ethnic differences among Caucasians and African 
Americans. Contradicting those findings, Teresi et al. (2002) suggested that African 
Americans were often seen by psychiatrics as having less depressive symptoms compared to 
Caucasians. On the other hand, a study by Skarupski et al. (2005) looked at ethnic differences 
in depression over time found that older Blacks showed considerably higher depressive 
symptoms compared to Whites. In addition, Whites did not show changes in depressive 
symptoms over time, whereas Blacks reported an increase in symptoms over time. The 
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authors also adjusted for age, sex, education, and income, but ethnicity was still the main 
factor associated with depression. 
In a study investigating the effects of life events and depression, Nazroo (1997) 
reported that minority groups showed higher levels of depression. Some of the possible 
explanations for such differences were unemployment, poverty, and racism. Jackson et al. 
(1996) found that cumulative perceptions of racism and discrimination caused poor mental 
health. 
Williams and Wilson (2001) explained some possible reasons for ethnic differences 
in health. The first reason pointed out by the authors is the "double jeopardy" perspective 
which states that older Blacks experience higher burden compared to older Whites. The 
reason is because they have a double disadvantage —belonging to a minority group and to the 
old. The second explanation pointed out by the authors is the "age-as-leveler" hypothesis 
which affirms that the differences between minorities and the majority may decrease over 
time. Finally, the last explanation explored by the authors is the "selective survival" 
hypothesis, which states that Black individuals who survive to later age tend to be healthier 
than Black individuals who die at earlier ages. 
Life Events, Social Support, and Perceived Health as Mediators and Mode~ato~s 
Some may suggest that is not age, gender, and ethnicity that actually influence mental 
health in older adults, but potential risk factors such as a high number of life events, physical 
illness, and lack of social support. The effect of those factors may differ from person to 
person. In this section, I will consider cumulative life events, social support, and perceived 
health as potential risk or resilience factors that can affect and/or be part of the 
age/gender/ethnicity-mental health relationship. 
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In order to prevent mental illness it is important to identify risk and resilience factors. 
A study by Krause (2001) demonstrated that older individuals exposed to high levels of stress 
showed more physical and mental health problems compared to those with lower levels of 
stress. In another study, Krause (2004) suggested that the additive effect of life trauma 
influenced low levels of life satisfaction, and social support seemed to buffer the negative 
effect of the trauma, especially among the oldest old group. Several studies reported the 
effects of life events on depression among older adults. Mazure, Bruce, Maciej ewski, and 
Jacobs (2000) reported that adverse life events were a strong factor in causing depression. A 
meta-analysis (Kraaij i, Arensman, & Spinhoven, 2002) investigating the relationship 
between negative life events and depression in older adults concluded that the total number 
of negative life events and daily hassles showed a strong relationship with depression. The 
authors pointed out that events occurring early in life were associated with depression in late 
life. 
In a study on gender differences concerning the exposure to stressful events as 
predictors of depression, Kendler, Thornton, and Prescott (2001) found that women showed 
higher stressful sensitivity in areas related to social relationships, whereas men reported 
higher sensitivity to problems related to divorce and work. A study by Almeida and Kessler 
(1998) on gender differences in stress pointed out that women reported more stressful 
situations than men. These gender differences in stress can be attributed to differences in 
appraisal. Ptacek, Smith, and Zanas (1992) pointed out that women appraised negative events 
as being more stressful than men. 
With increasing age, several meaningful and negative life events are experienced in a 
shorter period of time, changes such as retirement, widowhood, health decline, and other age-
12 
related changes. Several studies have shown how stressful and negative these life events tend 
to be for older adults. Fiske et al. (2003) found that certain negative life events predicted 
increases in levels of depression. A study by Turner, Wheaton, and Lloyd (1995) pointed out 
that cumulative adversity appears to be more influential than stressful events alone when 
predicting psychological distress and mental disorders. In this study, I will investigate the 
effect of cumulative life events not as directly affecting mental health, but as a mediator and 
moderator that influences the relationship between demographics (age, gender, and ethnicity) 
and mental health. 
Social support has been shown to be very important in buffering the effect of stressful 
and negative life events. Social support is defined by Kaplan, Cassel, and Gore (1977) as 
"gratification of a person's basic social needs (approval, and esteem, etc.), through 
environmental supplies of social support" (p. 50). Several studies support the idea that 
individuals with social support are less susceptible to stressors (Pearlin &McCall, 1990). 
Krause (1997) affirmed that older adults who have higher social support tend to have better 
mental health. Another study done by Dalgard, Bj ork, and Tambs (1995) confirmed that 
social support protects individuals from developing mental disorders, especially when 
exposed to negative life events. Many studies report the benefits of social support to 
individuals. For example, one study (Krause, 2004) investigating the effects of lifetime 
trauma, support, and life satisfaction comparing young-old (65-74 years), old-old (75-84 
years), and the oldest-old (85 and older) adults, concluded that social support was more 
beneficial for the oldest-old group. Krause (2004) pointed out possible reasons for that, such 
as the historical time in which the oldest-old were raised, and the finding may reflect age 
rather than cohort effects. 
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When assessing the relationship between age and social support, older adults tend to 
have fewer contacts compared to younger adults. Rook and Schuster (1996) reported that 
there is a correlation between very old age and lower levels of social resources. Age seems to 
be related to networks. Litwin and Landau (2000) reported that old-old individuals had 
smaller networks compared to young-old adults. A study by Aj rouch, Antonucci and Janevic 
(2001) found that older people had fewer social resources compared to younger counterparts; 
they also reported to have fewer proximal networks than younger age groups. 
Ethnicity is also an important factor to be considered when studying social support. 
Ajrouch et al. (2001) found that Blacks had fewer networks; and they more often tended to 
be family members compared to Whites. Another study (Barnes, de Leon, Bienias, &Evans, 
2004) reported similar results with Blacks having smaller networks and lower social 
engagement compared to Whites. There are not clear findings related to ethnic differences in 
network frequency of contacts. One study found that African Americas had less contact with 
relatives, friends, and neighbors compared to Caucasians (Pugliesi &Shook, 1998), whereas 
in another study, African Americans had more contact with political organizations, their 
children and church (Kim & McKenry, 1998). 
In this study, one of my goals is to examine the effect of social support in the 
relationship between demographic variables (i.e., age, gender, and ethnicity) and mental 
health. My goal is to investigate if mental health is affected by age, gender, or ethnicity of the 
participants, or whether social support mediates and/or moderates the relationship between 
demographic variables and mental health. 
Perceived health is the third mediator and moderator that I will examine in this study; 
it is also an important component predicting life satisfaction of individuals (Sherwood, 
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Rucklin, Sherwood, &Morris, 1997), and it is recognized to be related to depression. Fiske et 
al. (2003) found that current health status explains greatly the relationship between age and 
depressive symptoms. When studying health among older adults, it is possible to find an 
indication of gender differences in health as people age (Wheeler, 1997). The literature 
suggests that women tend to have more physical impairments compared to men. The Berlin 
Aging Study including 70 to 103 years old individuals (Smith & Baltes, 1998) showed that a 
larger number of women reported higher levels of depression and frailty compared to older 
men. A study of centenarians (Bauco et al., 1996) showed that men tended to be better off 
functionally than women. Functional decline was higher for women than men (Long & 
Pavalko, 2004). There are also some studies that did not find a relationship between age, 
gender, and health. A study including 60-74 and 75-89 older adults did not find gender 
differences on self-reported health (Jylha, Guralnik, Ferruci, Jokela, & Heikkinen, 1998). 
A study investigating an ethnic disability gap for older adults found that Blacks had 
higher morbidity and mortality in earlier life than their White counterparts (Kelley-Moore & 
Ferraro, 2004). Other research focusing on ethnic differences reported that Blacks had lower 
physical functioning compared to Whites (Ostchega, Harris, Hirsch, Parsons, & Kington, 
2000). Ferraro and Farmer (1996) compared health changes between Blacks and Whites and 
found that the health of African-Americans of all ages declined faster when compared to their 
White counterparts. Peng, Navaie-Waliser, and Feldman (2003) reported that Black older 
adults had less supportive assistance compared to the other ethnic groups. A study of gender 
and ethnic health care utilization found that Black men reported fewer physician contacts 
(Dunlop, Manheim, Song, &Chang, 2002). 
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According to Williams and Wilson (2001), some of the possible explanations for 
ethnic differences in health are explained by the "double jeopardy perspective," highlighting 
income, health, life satisfaction, and housing disadvantages among Black older adults. 
According to the authors, this perspective emphasizes the dual disadvantage of this minority 
group, because of being older and also by belonging to a minority group. Another perspective 
is "age-as-leveler hypothesis" which points out that ethnic differences tend to decrease over 
time. This is based on the idea that minority groups tend to adapt to the adversity experienced 
throughout their lives, forcing them to cope with adversity much more easily. Contrasting 
these findings, Johnson (2000) found that Blacks tended to have better physical functioning 
than Whites. It is undeniable how health directly affects older adults' well-being. One of the 
main goals of this study was to investigate perceived health, not as the main effect variable 
on mental health, but as a mediator and/or moderator variable in the relationship between 
age, gender, and ethnicity and mental health. 
Theo~etrcal F~amewo~k 
The theoretical approach that I am going to use in my study is the life-span 
perspective. The life-span perspective is very useful in helping to understand the importance 
of studying individual experiences across the whole life. The life-span approach describes 
and explains age-related biological and behavioral changes from early to later life (Baltes & 
Schaie, 1973). According to the life-span perspective, human development is a lifelong 
process, and in order to understand age, gender, ethnicity experiences over the life course and 
how demographic variables affect mental health in later life it is important and useful to have 
a long-term developmental perspective. 
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The life-span perspective points out that human development is viewed as a 
multidimensional and multidirectional process of growth. This process includes gains and 
losses throughout life (Baltes, 1987). There are six main components in the life span 
perspective that I will briefly summarize. According to the life span point of view: 1) There 
is no supremacy in any age period —meaning that no age stage regulates the nature of 
development; 2) Gains and losses are natural aspects of development. 3) There are periods in 
life during which biological development and/or culture is more influential. 4) According to 
the life-span perspective, resources are used for growth, maintenance, recovery, and 
regulation of loss. In this perspective it is assumed that as people age the need for resources 
increases. 5) The life-span approach assumes that development is modifiable and changeable. 
6) The life-span perspective considers age-graded, history-graded, and non-normative 
influences. In the following section, I will examine some of these aspects in greater details. 
Baltes (1997) pointed out three basic principles resulting from the dynamic between 
biology and culture. The first principle is the evolutionary selection benefit, which 
emphasizes the deterioration of health and functionality with increasing age. In later life, 
individuals tend to have more limited biological resources. The second principle is that as 
people age their need for culture tends to increase. According to Baltes the term "culture" 
suggests a need for resources (material, social, psychological, and economic) in order to 
function well. In my study, social support can be considered an example of resources, which 
individuals tend to seek and need more as they age. 
The third principle explored relates to age-related losses on the effectiveness of 
culture. Baltes (1997) affirmed that as individuals age they tend to lose their available ways 
of compensation. As individuals get older, the likelihood of losing loved ones (sources of 
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support) increases. According to the author, as people age usually there are more losses than 
gains. Such losses can contribute to increased levels of mental illness among older adults, 
especially if there is no available compensation. A neglected point to consider is the 
assessment of ethnic differences in availability of cultural resources. Blacks may have fewer 
resources (e.g., economic) than Whites with which to cope with age-related losses, which can 
make them more vulnerable to mental illness. A study on depression found relatively high 
levels of depression among minority ethnic groups (Nazroo, 1997). Possible causes pointed 
out by the author are related to minorities' greater exposure to environmental losses, 
unemployment, poverty, and racism. 
In the aging process, many life changes and transitions shape individuals. Events have 
meaning over the life course; some may have a negative impact on mental health. Transitions 
and changes can be normative, such as when children leave home, retirement, and 
widowhood, or there can be other stressful situations, such as child abuse, divorce, war, 
physical impairment, and financial decline. The life-span perspective points out that the 
experience of individuals in the social environment, and their reactions to it, differ in a 
systematic manner across early, middle and late adulthood. Mental health may depend on the 
combined influence or interaction of personal (e. g., physical health) and situational factors 
(e.g., li e events). 
Freund, Li, and Baltes (1999) affirmed that development occurs because of an 
interaction between the person and his/her environment. It is a continuous process of reacting 
and adapting to changes in the context. According to the authors, old age is a period where 
internal and external resources are scarce, and as people age available resources tend to 
decrease (Baltes, 1997). According to Baltes and Mayer (1999), there are two factors that 
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contribute to resource limitation: 1) There are fewer resources available for older adults (e.g., 
physical and cognitive decline) and 2) The effectiveness of the available resources also 
decreases (e.g., some interventions seem to be less effective in old age than with younger 
adults). Baltes and Mayer (1999) concluded that as people age the balance between gains and 
losses tends to be negative, meaning more losses than gains. Having fewer resources in later 
life can be a burden, and also may contribute to increased levels of mental illness among 
older adults. 
Baltes and Baltes (1990) highlighted several propositions about the nature of human 
aging. In my study, I will consider three of them. The first one is the interindividual 
variability (heterogeneity) proposition which suggests that aging produces a different 
experience for different people. There are many factors (such as social, genetic, and 
psychological) that influence such differences. There is also variation in the way individuals 
influence their life course. Assessing mental health for different age, gender, and ethnic 
groups is very important because it will help to understand individual aging experiences as 
well as commonalities in the developmental process. It is very important to compare mental 
health across individuals, cohorts, gender, ethnicity, societies and cultures, as well as across 
historical periods in order to fully understand how individuals develop and adapt over time. 
The second proposition pointed out by the authors is aging loss in capacity or 
adaptivity, which means age limitation in certain areas of performance. Finally, the last 
proposition pointed out by the authors is that with aging there is a change in the balance 
between gains and losses. As people age, the life tasks go beyond the reserve of their 
capacity. It also means that aging relates to loss in adaptivity and plasticity. 
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In this study, I will be using the life-span perspective to help me identify age, gender, 
and ethnic differences, as well as changes in mental health. It is also important to consider 
how cumulative life events mediate and moderate the relationship between demographic 
variables and mental health in older adults. In the following section, based on the previous 
literature reviewed, five hypotheses will be tested. 
Hypotheses 
The first hypothesis addresses age differences in mental health. Based on the 
literature, I expect to find age differences in mental health. Older adults, especially the very 
old, should report more mental health problems compared to the two younger age groups. 
The second hypothesis is related to gender differences in mental health. I expect 
women to report lower levels of mental health compared to men. 
The third hypothesis addresses ethnic differences in mental health. Given that the 
literature does not show consistent ethnic differences, there will not be significant ethnic 
differences in mental health. 
The fourth hypothesis is related to the mediating effects of social support, physical 
health, and life events on the relationship between demographic variables (i.e., age, gender, 
and ethnicity) and mental health (i.e., life satisfaction, morale, and depression). I expect 
oldest old adults will more likely be in poor health, have more stressful events, and lower 
social support. In turn, poor health, stressful events, and lower levels of social support will 
predict poor mental health. 
The fifth hypothesis assesses the moderating effects of social support, physical health, 
and life events on the age/gender/ethnicity-mental health relationship. Social support may 
work as a protection and buffer in the relationship between the demographic variables and 
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mental illness, whereas poor health and a high number of events may account for the 
relationship between demographic variables and mental illness among older adults. 
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III -METHOD 
Participants 
This study will use data from the Georgia Centenarian Study (Poop et al., 1992), a 
study of adaptation in community-dwelling and cognitively intact old and very old adults. 
The participants were in their 60s, 80s, and 100 years and older. The Georgia Centenarian is 
a longitudinal study with two completed data points. The study included 321 older adults 
during the first wave (91 sexagenarians, 93 octogenarians, and 13 7 centenarians). In this 
study, 75% of the centenarians were women, 67% octogenarians were women, and 58% 
sexagenarians were women. The study included two ethnic groups, 72% of the participants 
were White compared to 28% who were Black. The follow-up study consisted of 70 
sexagenarians, 63 octogenarians and 68 centenarians (see Table 1). Around 71 % of the 
participants at Time 1 rated their health as excellent or good, compared to 68% at Time 2. 
Among the participants, 64% had a high school education, whereas 75% of the 
sexagenarians and 55% had a high school or lower education, 31 %attended college, and 
15% attended graduate school. The retesting period was different for the centenarians and the 
other two younger age groups. Octogenarians and sexagenarians were retested after 5 years, 
whereas the centenarians were retested after a much shorter period of time —approximately 
18 months. 
In order to investigate differences between participants at Time 1 and participants at 
Time 2, a selectivity analysis was computed. Table 2 summarizes results from a t-test 
analysis showing significant mean differences on life satisfaction, morale, depression, 
physical health, and social support. Participants who participated at Time 1 only were more 
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Table 1 
Sample Cha~acte~istics 
Demographics T1 T2 
N % n 
Age Group 
60 years 91 28.3 70 34.8 
80 years 93 29.0 63 31.3 
100 years 13 7 42.7 6 8 3 3.8 
Gender 
Male 104 32.4 60 29.9 
Female 217 67.6 141 70.1 
Ethnicity 
Black 89 27.7 59 29.6 
White 232 72.3 140 70.4 
Education 
High School or lower 174 54.5 97 50.8 
Trade School/College 98 3 0.8 5 8 3 0.4 
Graduate School 47 14.7 36 18.8 
(table continues) 
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Table 1 (continued) 
Sample Cha~acte~istics 
Demographics Tl T2 
N n 
Health 
Excellent 67 21.1 3 9 20.2 
Good 159 50.2 93 48.2 
Fair 79 24.9 52 26.9 
Poor 12 3.8 9 4.7 
Table 2 
Comparisons between Participants at Tl and Participants at Tl and T2 
Measures Tl T1 and T2 
M SD M SD t 
Life Satisfaction 12.81 3.43 13.86 3.39 -2.54* 
Morale (PGC) 28.43 3.28 29.60 2.82 -3.01** 
Depression (GDS) 7.63 5.28 5.55 4.79 3.39** 
Perceived Health 1.77 .81 1.95 .75 - 2.05* 
Social Support 2.22 .99 2.53 .74 -3.09** 
Note. *p<.05. **p<.01. ***p<.001. 
likely to have lower life satisfaction, and morale, had higher scores on depression, low 
perceived health, and lower social support. 
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Measures 
In this study, three areas of mental health were analyzed: life satisfaction, morale, and 
depression. The mediator and moderator variables included social support, perceived health, 
and number of life events. 
Life Satisfaction. Neugarten's Life Satisfaction Index —LSIA (Neugarten, 
Havinghurst, &Tobin, 1961) was used to assess life satisfaction. This measure was created 
to distinguish individuals who were aging successfully from those who were not. This 
instrument has five dimensions: zest versus apathy, resolution and fortitude, congruence 
between desired and achieved goals, positive self-concept, and mood tone. In this study, a 
total summary score was used representing life satisfaction. The scale consists of 20 items 
that were rated on a three-point scale, coded as 1=agree, 2=disagree, and 3=uncertain. Some 
of the questions asked were: "I have gotten more of the breaks in life than most people" and, 
"My life could be happier than it is now." A high score indicates high life satisfaction. In this 
study, the reliability for total life satisfaction was a = .70 for both T 1 and T2. The test-retest 
reliability was .78 (Neugarten et al., 1961). Lohmann (1977) investigated the construct 
validity of several measures, including the LSIA, which had a correlation ranging from .6 to 
.8 with almost all other measures. 
MoNale. The Philadelphia Geriatric Center Morale Scale - PGC (Lawton, 1975) was 
used. This scale investigates a sense of satisfaction with self, feelings of fit in the 
environment, and acceptance of what cannot be changed. The scale has three dimensions: 
agitation (8 items), attitude toward one's own aging (7 items), and lonely dissatisfaction (5 
items). These dimensions were not used in this study. Instead, the summary score of all 
dimensions was used to assess levels of morale in older adults. The questions were rated on a 
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dichotomous scale, coded as 1=no, and 2=yes. One example of the statements related to 
agitation was, "I get upset easily" and related to attitude toward aging, "Things keep getting 
worse as I get older," and a question related to lonely dissatisfaction, "I have a lot to be sad 
about." A high score indicates high morale. The criterion split-half reliability for the 22 
questions was .79 (Lawton, 1972). The author correlated the PGC scale with independent Q-
sort evaluations of morale by judges who knew the subjects, and the criterion validity 
coefficients found for the two groups (York House and Lutheran Home subjects) were .43 
and .53, respectively. In this study, Cronbach's alpha for total PGC at T 1 was .74 and .78 for 
T2. 
Depression. To assess depressive symptoms among participants the Geriatric 
Depression Scale (GDS; Yesavage et al., 1983) was used. The GDS consists of 30 items 
(e.g., "Do you feel that your situation is hopeless"), and uses a dichotomous scale. Scores 
ranged from 0 (no depressive symptoms) to 30 (high depressive symptoms). The GDS 
investigates functional and mood symptoms of depression. Cronbach's alpha for total 
depression at T1 was .86 and .84 at T2. The GDS was chosen because it is a useful 
instrument that was specifically designed to assess depressive symptoms in older adults, and 
because it also does not include somatic symptoms in the questionnaire. Yesavage et al. 
(1983) reported that the convergent validity for the GDS and the Zung Self-Rating 
Depression Scale was .84, and a correlation of .83 was found between the GDS and Hamilton 
Rating Scale for Depression. 
Social Support. To measure social support the Older Americans Resources Survey — 
OARS Multidimensional Functional Assessment Questionnaire (Fillenbaum, 1988) was used. 
The social resources dimension from the OARS has three components: Interaction (a = .56), 
26 
dependability (a = .69), and affective (a = .71). In this study, I will use one individual item: 
talking on the phone ("About how many times did you talk to someone —friends, relatives, or 
others on the telephone in the past weeks"). The scores ranged from 3 (once a day or more), 2 
(2 to 6 times), 1 (once), and 0 (not at all). A high score means a high level of support 
received. Fillenbaum (1988) did not report validity values because an appropriate standard 
for comparison was not identified. 
Perceived Health. I used the Older Americans Resources Survey —OARS 
Multidimensional Functional Assessment Questionnaire (Fillenbaum, 1988) to assess 
physical health. In this study, I will include one item from the OARS, "How do you rate your 
overall health at the present time —excellent, good, fair or poor." A high score indicates good 
physical health. Fillenbaum (1988) reported reliability for the overall physical dimension of 
.74. In order to assess validity of physical health, the OARS Multidimensional Functional 
Assessment Questionnaire (OMFAQ) based ratings were compared with ratings by 
physicians and on the 10-point Karnofsky scale (Karnofsky & Buchenal, 1948). The level of 
agreement between physical health and the criterion rating was determined by using 
Kendall's tau (.75) and Spearman's rank order correlations .82. 
Life Events. In this study, I used an expanded version of the Peri Life Events Scale 
(Dohrenwend, Krasnoff, Askenasy, & Dohrenwend, 1978) to measure life events. This 
instrument is useful to explore life events and their impact on individuals. The questionnaire 
contains 120 questions with 11 event domains (school, work, love/marriage, having children, 
family, residence, crime, finances, social activities, miscellaneous, and health). The 
instrument asks whether an event was perceived as positive or negative and how important 
the event was perceived. Each question also assessed what age the individual was when the 
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event happened. The scores ranged from 1=event happened, to 0= event didn't happen. In 
this study, I did not use individual events per se, but a single variable (summary score) was 
used representing cumulative life events over the life span. 
Design and Analyses 
All of the analyses were conducted using SPSS version 13.0. The data analysis was 
accomplished in several steps. First, I computed descriptive analyses with means, standard 
deviations and frequencies. Next, a series of univariate analyses of variance (ANOVAs) were 
computed to assess age, gender and ethnic mean differences in life satisfaction, morale, and 
depression of sexagenarians, octogenarians and centenarians (T 1 and T2). 
In order to investigate associations between all the variables included in this study, 
bivariate correlations were computed twice, first for the 60- and 80-year old group 
(combined), and second for 100 year-old group. Next, several multiple regression analyses 
were computed in order to investigate mediating effects of social support, perceived health, 
and life events in the relationship between demographic variables (i.e., age, gender, and 
ethnicity) and mental health (i.e., life satisfaction, morale, and depression). Two steps were 
performed in order to find mediating effects. First, a number of regression analyses were 
computed to investigate how demographic variables affected the mediators (i.e., social 
support, perceived health, and life events). Second, several regression analyses were 
calculated in order to assess how demographic and mediating variables affected each mental 
health dimension. Mediation was assumed if the regression coefficient between demographic 
and mediator variable, and mediator and outcome (e.g., mental health) variable were both 
significant. The analyses were computed twice, first for the 60- and 80-year old group 
(combined), and then again for centenarian participants. As Sprout and Bolger (2002) pointed 
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out, the significant association between independent and dependent variable is not a 
requirement for a mediation effect when there is a priori belief that the effect size is small or 
suppression is a possibility. 
Next, several blockwise hierarchical regression analyses were computed in order to 
assess moderating effects of social support, perceived health, and life events in the 
relationship between demographic variables and mental health. The analyses were performed 
in four steps, and several regression analyses were computed for each mental health 
dimension. First, the dependent variable at T 1 was entered in block 1. Next, the demographic 
variables were entered in block 2. Third, all moderators were entered in block 3, and finally, 
the interaction variables (multiplicative term between demographic variable and possible 
moderator) were included separately in block 4. Finally, for each significant coefficient 
associated with the interaction, additional regression analyses were computed for the specific 
subgroups. Because the retesting period was different for the centenarians and the other two 
younger age groups, all the previous regression analyses were computed twice, using data 
from the 60- and 80-year old group (combined), and again for the centenarians. 
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IV —RESULTS 
The following findings of this study are divided into four different sections: First, I 
will report results from the descriptive analyses. Second, I will present the main effects 
exploring mean group differences for age, gender, and ethnicity. Third, I will present results 
from the mediating effects of social support, perceived health, and life events in the 
association between demographic variables (i.e., age, gender, and ethnicity) and mental 
health (i.e., life satisfaction, morale, and depression). Finally, I will summarize results from 
the moderating effects of social support, perceived health, and life events on the relationship 
between demographic variables (i.e., age, gender, and ethnicity) and mental health (i.e., life 
satisfaction, morale, and depression). 
Descriptive Results. 
Table 3 summarizes means and standard deviations for sexagenarians and 
octogenarians (combined) and for centenarians in this study. This table provides information 
on the nature of the sample of this study. Centenarians had relatively high mean scores on 
social support, life satisfaction, morale, depression and low sores on perceived health. They 
reported scores close to the cut off for moderate depression for Time 1 (M = 7.75, SD = 4.35) 
and Time 2 (M = 8.13, SD = 4.3 3 ), respectively. Both groups reported low scores on 
perceived health. Sexagenarians and octogenarians showed high mean scores on social 
support, life satisfaction (T 1 and T2), and morale (T 1 and T2), and had relatively low mean 
scores on depressive symptoms (T1 and T2). 
Mean Difference. 
Table 4 shows mean differences by age group, gender and ethnicity for life 
satisfaction, morale, and depression. At T 1, age group differences were found for life 
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satisfaction, F(2, 283) = 11.54, p < .001, morale, F(2, 249) = 5.14, p < .01, and depression, 
F(2, 273) = 8.78, p < .01, respectively. Apost-hoc Scheffe test showed that centenarians' 
mean scores on life satisfaction and depression were significantly different from 
sexagenarians' and octogenarians' mean scores. Centenarians reported the lowest 
Table 3 
Means and Standard Deviations of the Variables 
Variables 60 & 80 years 100 +years 
M SD M SD 
Social Support (0-3) 2.64 .60 2.10 1.04 
Perceived Health (0-3) 1.99 .75 1.74 .79 
Life Events 5.10 3.72 4.39 3.07 
Life Satisfact. T1 (0-20) 14.27 3.47 12.42 3.11 
Life Satisfact. T2 (0-20) 13.22 3.67 12.41 3.12 
Morale Tl (17-34) 29.63 3.13 28.47 2.80 
Morale T2 (17-34) 29.19 3.24 27.72 3.59 
Depression T1 (0-30) 5.36 5.36 7.75 4.35 
Depression T2 (0-30) 5.92 5.05 8.13 4.33 
Note. Social Support (talk on the phone) 3= daily, 2= 2-6 times, 1=once, and 0=none; 
Perceived Health - 3=excellent, 2=good, 1=fair, and 0=poor. 
scores on life satisfaction and morale, and they had the highest levels of depression compared 
to sexagenarians and octogenarians. There were no age differences on life satisfaction at T2. 
Life satisfaction mean scores decreased from T 1 to T2 for sexagenarians and octogenarians, 
which was not found to be true for centenarians. 
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At T2, there were age group differences on levels of morale, F(2, 158) = 4.17, p < 
.05, and depression, F(2, 172) = 5.85, p < .01, respectively. Centenarians reported lower 
levels of morale and higher scores on depression compared to sexagenarians. No age 
differences on mental health were found between sexagenarians and octogenarians. 
Next, gender differences were computed for sexagenarians and octogenarians 
(combined), and for centenarians (see inside parentheses) on life satisfaction, morale, and 
depression. There were no statistically significant differences between men and women on 
life satisfaction (T1 and T2), morale (T1 and T2) and depression (T2). But women reported 
higher scores on depressive symptoms at Time 1 when compared to men. These findings 
partially support our hypothesis, which expected gender differences on mental health. 
Finally, ethnic differences were also computed for 60 and 80 years old adults 
(combined), and for centenarians (see inside parentheses) on life satisfaction, morale, and 
depression. Ethnic differences were not statistically significant. This finding supports the 
third hypothesis, which did not expect to find any significant ethnic differences on mental 
health. 
Bivariate Correlation at TI and T2. 
Table 5 shows the correlations between all the variables used in this study at T1 and 
T2. In the lower diagonal there are values for sexagenarians and octogenarians (combined), 
and in the upper diagonal are values for the centenarian group. I found a significant positive 
correlation between perceived health and life satisfaction (T1), and health and morale (T1) 
for both age groups. A negative correlation was obtained for perceived health and depression 
(Tl) for both age groups, indicating the better the perceived health, the lower the level of 
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depression. There was a positive relationship between health and life satisfaction, but just for 
sexagenarians and octogenarians. 
As expected, I found high correlations between the mental health variables. No 
correlation was found among the mediating and moderating variables (i.e., social support, 
perceived health, and life events). A positive correlation was obtained for social support (for 
60 and 80 years old participants) and gender, indicating that women were more likely to have 
social support (telephone conversations) than men. Among centenarians, a negative 
relationship between the number of events and the levels of morale was found, and a positive 
correlation was obtained for the number of life events and depression, indicating that the 
higher the number of events, the lower the morale and the higher the levels of depression. 
Social support correlated positively with morale and negatively with depression for 
centenarians only, suggesting that higher social support was associated with higher levels of 
morale and lower the levels of depression. I also found a positive association between gender 
and the number of events for centenarians only, indicating that women reported more life 
events than men. 
Mediating Effects. 
In this section, I will report results concerning the mediating effects of social support, 
perceived health, and life events. These variables will be considered as mediators when the 
demographic variables (i.e., age, gender, and/or ethnicity) are significantly associated with 
the mediator which, in turn, is significantly associated with mental health (i.e., life 
satisfaction, morale, and depression). 
Table 6 shows the mediating effects of social support between demographic variables 
(i.e., age group, gender, and ethnicity) and mental health (i.e., life satisfaction, morale, and 
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37 
depression). The results suggest that social support has a mediating effect on the relationship 
between age (60 & 80 years) and life satisfaction. Age positively influenced social support, (3 
_ .18, p < .05, and social support influenced life satisfaction (3 = .23, p < .05. The size of the 
indirect effect was .04. The direct effect of age (60 &80 years) on life satisfaction ((3= -.03) 
has a negative sign, whereas the indirect effect (a*b= .04, where a is the regression 
coefficient for the independent variable predicting the mediator and b is the regression 
coefficient for the mediator predicting the criterion) is positive, suggesting the possibility of a 
suppressor effect (Shrout &Bolger, 2002). 
Support was also significant in mediating the relationship between age (60 & 80 
years) and depressive symptoms: age influenced support, (3 = .18, p < .05, and social support 
negatively influenced depressive symptoms, (3 = -.27, p < .01, suggesting that older adults 
received more support, and higher levels of support predicted lower levels of depression. 
Because the values of the indirect effect (a*b= -.09) and the direct effect (~3 =.22) are in the 
opposite direction, there is a strong possibility of a suppressor effect. 
Social support also mediated the relationship between gender and life satisfaction and 
gender and depression. The size of indirect effect was .06. Because the value of the indirect 
effect (a*b= .06) and the direct effect (3 = -.08 are in the opposite direction, it is possible that 
there is a suppressor effect. Gender influenced social support, (3 = .24,p <.01, which in turn 
negatively influences depression, (3 = -.25,p <.01, indicating that women received higher 
social support, and higher levels of support predicted lower levels of depression. Because the 
values of the direct effect ((3 = .08) and indirect effect (a*b= -.O1) are in opposite directions, 
it is possible that there is a suppressor effect. 
38 
Social support also mediated the relationship between ethnicity and life satisfaction, 
as well as between ethnicity and depression. Ethnicity was negatively related to social 
support, which in turns had a positive effect on life satisfaction, indicating that White 
participants received more support when compared to Blacks, and more support was related 
to higher levels of life satisfaction compared to Blacks. Ethnicity had a negative association 
with levels of social support, and support had a negative association with depression, 
indicating that Black participants had less support than whites, and less support was 
associated with higher levels of depression. The effect sizes for the mediating analyses were - 
.OS and .45, respectively. Because the values of the direct effect of ethnicity on depression (~3 
_ -.OS) and the indirect effect (a*b= .45) are in the opposite direction, it is possible that there 
is a suppressor effect. 
Table 7 summarizes the results of perceived health as a mediator between 
demographic variables and mental health. Ethnicity negatively related to perceived health, ~3 
_ -.16, p < .05, which in turn was positively related to life satisfaction, indicating that Whites 
reported better health than Blacks, and health predicted higher life satisfaction. I also found 
that health mediated the relationship between ethnicity and depression. Ethnicity was 
negatively related to health, ~ _ -.16, p < .05, which in turn correlated negatively with 
depression, R = -.21, p < .01, indicating that Blacks had poorer health when compared to 
Whites, and poor health was associated with high levels of depression. The indirect effect 
was .37. It is possible that there is a suppressive effect due to the fact that the values of the 
direct effect (R = -.03) and the indirect effect (a*b) are in opposite directions (Shrout & 
Bolger, 2002). Perceived health did not mediate the relationship between age or gender and 
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mental health. Even though it is not the focus of this study, perceived health had a direct 
effect on life satisfaction and depression among sexagenarians and octogenarians. This 
suggests the better the health, the higher the life satisfaction and lower the depressive 
symptoms. 
Table 8 shows the mediating effect of life events between demographic predictors and 
mental health variables. There were no significant mediator effects, because gender and 
ethnicity were not significantly associated with life events, and life events (for the 60 & 80 
year old group) were not associated with life satisfaction, morale and depression at T2. Even 
though it is not the focus of this study, age had a negative effect on life events, indicating the 
higher the age, the lower the number of life events. Among centenarians, the number of life 
events had a negative effect on morale and a positive effect on depressive symptoms. The 
results suggest that the higher the number of events, the lower the levels of morale, and 
higher the depressive symptoms. 
Moderating Effects. 
In this study, social support, perceived health and life events were considered 
moderator variables where each variable potentially changed the relationship between the 
demographic variables (i.e., age, gender or ethnicity) and mental health (i.e., life satisfaction, 
morale, or depression). A moderator variable can reduce or enhance the relationship between 
the demographic variable and mental health. Table 9 reports moderating effects of social 
support, perceived health, and life events on the relationship between the demographic 
variable and life satisfaction for sexagenarians and octogenarians (combined), and for 
centenarians. Blockwise hierarchical regression analysis was computed. In the first block, life 
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46 
satisfaction at T 1 was entered to assess stability over time. Stability was moderate for the 
younger age group, ~3 = .59, p < .001, whereas for centenarians this was not true. As a second 
block, demographic variables and as a third block, social support, perceived health, and life 
events were entered but did not have an influence on change in life satisfaction for either the 
60 or 80 year old group (combined) and centenarians. The exception was life events, which 
was negatively related to change in life satisfaction among the 60 and 80 year old group, ~3 = 
-.16, p < .05. Number of life events predicted changes on life satisfaction, indicating that the 
higher the number of events, the lower the levels of life satisfaction for sexagenarians and 
octogenarians. The last block assessed possible interactions. Each interaction was computed 
separately. The interaction between age (60 & 80 years) and social support was significant, R 
_ -.82, p < .05. The interaction between gender (60 & 80 years) and life events was also 
significant, ~i = -.49, p < .05. When assessing interactions for the centenarian group, 
ethnicity interacted with social support, ~ = 1.05, p < .05. 
Figure 1 summarizes the result concerning the significant interaction found between 
age (60 vs. 80 years) and social support on life satisfaction. Social support moderated the 
relationship between age (60 or 80 year old) and life satisfaction, suggesting that older 
participants reported higher life satisfaction even when receiving low social support. 
Figure 2 shows results from afollow-up interaction analyses between gender (60 vs. 
80 years) and life events for life satisfaction. Experiencing many life events had a negative 
effect on life satisfaction for women but not for men. 
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Figure 1 - Age X Social Support Interaction 
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Figure 3 shows the next significant interaction between ethnicity and level of social 
support for centenarians. It is possible to conclude the higher the social support the higher the 
levels of life satisfaction. This finding was stronger for White participants. Social support 
had a small effect on life satisfaction for Black individuals 
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Figure 3 - Ethnicity X Social Support Interaction for 
Centenarians 
1 2 
Social Support 
3 
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Table 10 reports results for the hierarchical regression results of morale. Morale was 
stable over time for both age groups. In the second block, age (60 vs. 80 years) was 
negatively related to change in morale, indicating that the higher the age, the more change in 
morale. Gender, and ethnicity (entered in block 2), social support, and perceived health 
entered at block 3 were not associated with changes of morale for both 60 and 80 years 
(combined) and centenarians. But life events were related to change in morale for the 60 and 
80 years- old group, indicating that a larger number of life events predicted change in morale 
for sexagenarians and octogenarians, ~ _ -.27, p < .O l .Finally, the last block shows possible 
interactions. A significant interaction was found between age (60 vs. 80 years) and life 
events, R = - . 3 2, p < . 0 5 . 
Figure 4 demonstrates the follow-up analysis for the significant interaction found 
between age (60 vs. 80 years) and life events. Life events negatively influenced morale, 
particularly for octogenarians. 
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Figure 4 - Age X Life Events Interaction 
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Next, Table 11 shows the results of the regression analyses for depression among 
sexagenarians vs. octogenarians (combined), and centenarians. Depression had high stability 
coefficients for all age groups. At block 2, age (60 vs. 80 years) was positively related to 
change in depression, indicating that older individuals showed greater changes in depression. 
For the 60 and ~0 year-old participants, changes in depression was negatively related 
to levels of support, indicating that lower level of support was associated with changes in 
depression. A significant interaction between ethnicity and perceived health was obtained for 
centenarians (Table 11) . 
Figure 5 shows the results from the follow-up analysis of this interaction. Perceived 
health had a negative effect on depression among white centenarian participants, suggesting 
the better the health the lower the levels of depressive symptoms. This was not found to be 
true for Black centenarians, who were more depressed, even if they were in good health, but 
this was not true for healthy White participants. In order to investigate if the effect of 
ethnicity on depression among healthy centenarians remained after controlling for income 
and education, two additional analyses were computed. The results suggest that the effect of 
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ethnicity on depression for healthy centenarians disappears only after controlling for income, 
~3=.89,p=.18. 
Figure 5 - Ethnicity X Perceived Health Interaction -
Ce me narians 
1 2 
Perceived Health 
3 
-*-- Black 
- -f- -White 
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V -DISCUSSION 
The number of older adults is growing considerably, and with this increasing number, 
we can expect higher incidents of mental health problems among older people. Mental health 
problems can be very incapacitating and can influence the ability of older individuals to care 
for themselves, to cope effectively with physical and cognitive changes, as well as to adjust 
to the losses that they frequently experience. If not properly treated, mental health problems 
among older adults can lead to functional and cognitive disability, family burden, 
institutionalization, and high use of health care services. Age, gender, and ethnicity may play 
an important role predicting the mental health of older adults. Other components may also be 
involved or may be responsible for explaining the relationship between demographic 
variables and mental health. Social support, perceived health and life events may or may not 
influence and/or mediate the relationship between demographic variables (i.e., age, gender, 
and ethnicity) and mental health (i.e., life satisfaction, morale, and depression). 
The main purpose of this study was to assess predictors and factors that are important 
in influencing mental health among older adults. This study identified age, gender, and ethnic 
differences in mental health in community-dwelling sexagenarians, octogenarians, and 
centenarians. I also investigated possible mediator and moderator effects of social support, 
perceived health, and events on the relationship between demographic variables (i.e., age, 
gender, and ethnicity) and mental health (i.e., life satisfaction, morale, and depression). 
Age Group Differences 
The first hypothesis addressed age differences in mental health. I predicted that the 
very old should report lower levels of mental health compared to the other two age groups. In 
fact, in this study centenarians had lower levels of life satisfaction (T 1) morale (T 1 and T2) 
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and higher levels of depression (T 1 and T2) compared to sexagenarians and octogenarians. 
Therefore, these findings partially support the first hypothesis. Several studies have reported 
similar age differences in mental health. For example, Blazer (2000) found the oldest-old (85 
years and older) showed higher levels of depressive symptoms. The author attributed this 
result to the fact that oldest-old adults tend to be women, poor, and less educated. White, 
Blazer, and Fillenbaum (1990) suggested that these age differences can be attributed to 
higher levels of physical disabilities, cognitive illness, and economic burden. Stek, 
Gussekloo, Beekman, van Tilburg, and Westendorp (2004) also found high levels of 
depression among oldest old age groups, and there was a strong association with functional 
disabilities and cognitive impairment. Institutionalization and early experience of dementia 
may also be associated with poor mental health among the oldest old. 
When assessing life satisfaction, I found age differences only for T 1. Centenarians 
differed from sexagenarians and octogenarians on life satisfaction, reporting lower scores. I 
did not find any age differences on life satisfaction for Time 2. It is not clear why no 
differences were obtained at Time 2, but sexagenarians and octogenarians had a higher 
decrease in life satisfaction, whereas centenarians already had a relatively low life 
satisfaction scores at Time 2 (Table 4). 
Age differences on morale were also found, especially between sexagenarians and 
centenarians. Centenarians had lower levels of morale compared to sexagenarians. A study 
by Wong, Woo, Hui, and Ho (2004) found similar results, with older age groups having 
lower morale scores compared to younger participants. The authors attributed the difference 
to higher levels of disability experienced by this age group. Contradicting this finding, a 
study by Wargert et al. (2005) among the oldest old in Sweden found high levels of morale 
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among this age group, and some potential predictors were the absence of depressive 
symptoms, living at home, a previous stroke, and having no feelings of loneliness. 
The age differences found in this study could also be a cohort effect, which is 
commonly confounded with age. In this study, it is not possible to separate age and cohort 
effects. In general, centenarians had poorer levels of mental health compared to 
sexagenarians and octogenarians. Centenarians may have experienced more stressful events 
that are commonly experienced in later life, such as the loss of loved ones, physical and 
cognitive limitations, and institutionalization. 
Another possible reason is that the centenarian cohort has lived through many events 
over time, such as World War I, the Great Depression, and World War II, which caused them 
to experience more stressful events throughout their life time. One may also argue that this 
could have made them more resilient. This study cannot provide clear information whether 
the age differences found on mental health are a result of the effect of age, or whether they 
are a result of cohort characteristics. However, the possibility is high that these results reflect 
a combination of age, cohort, and period effects. In conclusion, my results suggest that poor 
mental health might be a serious problem for the oldest-old; this could be an effect of age or 
a result of cohort experiences. Better diagnosis and treatment is needed for this age group. 
Gender Differences 
The second hypothesis related to gender differences in mental health. I expected 
women to report lower levels of mental health compared to men. The only gender difference 
found was for depression at T 1. Women reported higher levels of depressive symptoms 
compared to men. But there were no mean differences between men and women on the other 
mental health dimensions. This finding partially rejects my second hypothesis and also 
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contradicts a good number of studies on gender differences (Fiske et al., 2003), but is 
consistent with a study reported by Barefoot et al. (2001), which suggested that the gender 
gap in depressive symptoms tends to decrease with age. This study supports the meta-
analysis reported by Hyde (2005), which concluded that most studies investigating gender 
differences did not report high effect sizes. According to the author, "gender differences can 
be created, erased, or reversed, depending on the context" (p. S 89). Perhaps, the gender 
differences found on depression only for T 1 can be explained by selective drop-out or 
attrition, which suggests that individuals with poorer physical health or mental health, or 
individuals who are less motivated drop out and stop participating in longitudinal studies. 
Ethnic Differences 
The third hypothesis related to ethnic differences in mental health. I did not expect to 
find any significant ethnic differences in mental health. Indeed, there were no statistically 
significant mean differences between Whites and Blacks. Two previous studies did not find 
mental health differences between African Americans and Caucasians (Blazer et al., 1998; 
Husaini, 1997). Possible reasons can be drawn from two hypotheses explored by Williams 
and Wilson (2001), which explained ethnic differences in health. First is the "age-as-leveler" 
hypothesis, which affirms that the differences between minorities and majorities are 
diminishing. This could be one of the reasons why no ethnic differences were found in this 
study. Another explanation pointed out by the authors for the lack of ethnic differences can 
be attributed to the "selective survival" hypothesis, which states that Black individuals who 
survive into later life tend to be in better health than Blacks who die at earlier ages. In this 
study, it is possible that individuals who participated at the two time points were in better 
mental health compared to those who did not participate in the second assessment. Perhaps 
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African Americans who survive into late life may have similar mental heath levels compared 
to Caucasians. 
Mediating Effects 
The fourth hypothesis states that social support, perceived health, and life events 
mediated the relationship between demographic variables (i.e., age, gender, and ethnicity) 
and mental health (i.e., life satisfaction, morale, and depression). I expected social support, 
perceived health, and life events to explain the relationship between demographic variables 
and mental illness. ®nly social support and perceived health mediated the relationship 
between demographic variables and mental health. Social support was an important 
mediating variable of the relationship between all the three demographic variables and life 
satisfaction and depression. It is possible to conclude that social support consistently 
influences mental health in older adults. Perceived health mediated the relationship between 
ethnicity and life satisfaction and ethnicity and depression. According to the literature, health 
is an important factor predicting mental health among older adults (Fiske et al., 2003). In this 
study, perceived health is an important mediator in explaining the effect of ethnicity on 
mental health. 
Moderating Effects 
Finally, the last hypothesis states that social support, perceived health, and life events 
moderated the relationship between demographic variables (i.e., age, gender, and ethnicity) 
and mental health (i.e., life satisfaction, morale, and depression). Social support moderated 
the relationship between age (60 or 80 years) and life satisfaction. Afollow-up analysis 
suggested that age (60 or 80 years) was positively correlated with life satisfaction only when 
social support was low, indicating that in octogenarians life satisfaction was higher even 
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when social support was low. It is not clear why this was found. Possible reasons can be that 
the older group may have other sources of social support, may have fewer expectations, or 
they were probably more exposed to other factors influencing the level of life satisfaction. 
I also found a negative effect of life events on the relationship between gender and 
life satisfaction, and another significant interaction of age (60 vs. 80 years) and life events for 
morale was found. Finally, a moderating effect of health on the relationship between 
ethnicity (among centenarians) and depression was tested. The follow-up analysis 
demonstrated that health positively moderated the relationship between ethnicity and 
depression, suggesting that Blacks reported high depressive symptoms even when they were 
in good health. It is not clear why this result was found among Black centenarians. In a 
follow-up analysis, the effect of ethnicity On depression among healthy centenarians 
disappeared after controlling for income, but this was not true for education. Most likely 
other factors may play a role in influencing depression among this group. This ethnic cohort 
group might draw upon unique experiences. They were probably more exposed to social and 
economic inequality, such as low income, poverty, and discrimination. 
Overall, the measures used to assess mental health status among older adults were 
consistent. In the mean group comparisons all the three dimensions demonstrated that 
centenarians had more mental health problems compared to the two younger age groups. 
With regard to the regressions analyses, demographic variables and mediators consistently 
predicted two measures of mental health (i.e., life satisfaction and depression). However, 
morale was not associated with demographic and mediator variables. 
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Limitations 
This study has several limitations. This sample represents an older population from 
the state of Georgia, and it is not possible to generalize to the entire U.S. population of older 
adults. Regional and local differences may play an important role influencing mental health 
in this study. Second, this study included only cognitively intact and community dwelling 
participants (T 1), which limited the ability to generalize the results. In addition, this study 
cannot provide clear information whether the age differences on mental health were results of 
the effect of age, or whether they were a result of cohort characteristics. However, it is likely 
that these results reveal a combination of age, cohort, and period effects. Only sequential 
studies can disentangle age, cohort, and period effects by following different cohorts over 
time. Even though several studies recognize the importance of studying different cohorts 
over time, unfortunately few studies have been conducted in order to investigate influences 
of historical experiences of different cohorts of older individuals. 
A common limitation found in longitudinal studies is related to selective drop-out or 
attrition. Dropout in longitudinal studies occurs because most individuals that do so are in 
poor health and are restricted in mobility (Babbitt, VValson, Donlan, Bent, &McInnes, 1994). 
Selective drop-out or attrition suggests that individuals with poorer physical health or mental 
health, or individuals that die, or are less motivated tend to drop out and stop participating in 
longitudinal studies, which may contribute to biasing the results. In this sample, it is possible 
to conclude that there were differences between participants that just participated at Time 1 
when compared to those who participated at the two time points. Individuals who stopped 
participating had lower levels of life satisfaction and morale, had higher levels of depression, 
poorer perceived health, and lower social support compared to those who continued in both 
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assessments. Overall, the findings of this study represent results from a "survivor group" that 
has better mental and perceived health. 
A fourth limitation of this study is that our participants were re-tested at different time 
points: sexagenarians and octogenarians were re-tested 5 years later, whereas centenarians 
were re-tested approximately 18 months later. Even though the analyses were conducted 
separately for the 60- and 80-years old age group (combined) and the centenarians, the 
differences in the timing of the re-testing may impact the results of this study. Perhaps a 
better group comparison could be made if the time of the re-testing were the same for the 
three age groups. Another limitation of this study was that it did not analyze mental health of 
cognitively impaired or institutionalized older adults. Education, economic resources, marital 
status, and ADL (activities of daily living) were not included in this study, which may 
possibly influence mental health. 
An additional limitation is that this study used only single variables representing 
social support (i.e., telephone conversations), perceived health (health at the present time), 
and cumulative events. For example, in this study "telephone conversations" was used as the 
social support variable. Different results might be obtained if other variable (s) had been 
used, such as number of friends and children, visits, and church and community participation. 
Future Research 
Even though mental health studies among older adults are widespread, more research 
is needed. According to the Report of the Surgeon (U. S. Department of Health and Human 
Services, 1999), almost 20 percent of older individuals experienced mental disorders that are 
not part of "normal" aging. If not correctly treated, mental illness can be a burden for older 
individuals, their families, and society. Mental illness can be very impairing, increasing the 
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use of health care services, precipitating the need of institutionalization, and even leading 
older adults to commit suicide. 
In this study, it would be interesting to investigate the mediating and moderating 
effect of activities of daily living (ADCs), negative and positive events, other types of 
support, quality and quantity of social support on the relationship between demographic 
variables (i.e., age, gender, and ethnicity) and mental health (i.e., life satisfaction, morale, 
and depressive symptoms). Future studies are also needed investigating the influence of 
personality (e.g., neuroticism and extraversion), education, and marital and economic status 
on mental health. Finally, it is important to do cross-cultural studies in order to investigate 
unique and common factors that influence mental health of older adults. 
In this study of mental health among older adults it is important to point out that the 
current mental health condition of the elderly population may be quite different from the 
older population in the future coming decades. First, as the baby boom generation (born 
between 1946-1964) ages, the number of older adults will increase considerably. According 
to Klerman and Weissman (1989), there are high rates of depression, suicide, anxiety, 
alcohol and drug abuse among this group. Mental health care needs may increase as baby 
boomers reach the age 65, which may create a great need and demand for mental health care 
services. 
Another important challenge is the growing number of the oldest old group, which is 
the fastest growing age group (Suzman, Manton, &Willis, 1992). This may increase the 
incidence of mental illness, and will be a great challenge for health care services in American 
society. In this study, centenarians had poorer mental health compared to the two younger 
age groups. Clearly, it is important to take into consideration the specific needs of this age 
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group. With the increasing number of older adults in this age group it is important to prevent 
and treat mental health problems effectively. 
A third major challenge is the increasing diversity within the American population 
(U.S. Bureau of the Census, 1996). In this study, ethnicity had an effect on mental health, but 
it seemed that there were two factors involved in this relationship, such as social support and 
perceived health. When studying mental health among minority groups it is important to 
consider factors such as immigration, family structure, education, income, discrimination, 
and speaking more than one language. Minorities also tend to face other stressors such as 
high rates of poverty and more health problems (Shanchez, 1992). All these factors will 
affect how minorities grow older. It is important to be culturally sensitive when studying 
mental health among the older American population. Future studies are needed to investigate 
and improve mental health among these groups. 
This study contains several important key messages: First mental health was a serious 
problem for centenarians. For the White centenarian group, health status seems to be an 
important moderator in predicting depressive symptoms. Black centenarians, on the other 
hand, were at greater risk for depression independently of the way they perceived their health 
status. Income explained why healthy Black centenarians reported depressive symptoms. 
Perhaps other factors may be playing a role in influencing mental health among this ethnic 
group. In general, social support was a very important component in contributing to older 
adults' mental health. In this study, frequency of telephone conversations was an important 
source of social support for older adults' mental health. 
It is not apparent why age is related to depression, and why centenarians reported 
lower levels of mental health compared to younger groups. Several explanations and 
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questions were previously explored such as that their mental health might be a reflection of 
their cohort experience and condition. Other possible factors can be related to the experiences 
common at their age. Maybe centenarians have poor mental health, because they have fewer 
resources (e.g., social support, income, and physical and cognitive health) to cope with losses 
in later life. One might ask whether centenarians are really being treated properly. One last 
possible reason is that maybe instead of assessing mental health, other factors have been 
assessed, such as levels of fatigue. Should we really use a single measure to assess mental 
health status for different cohorts? Longitudinal studies are needed in order to discern 
whether mental health changes with age or whether differences between age groups represent 
age or cohort effects or some kind of selection effect. 
The present study has several strengths, such as the use of longitudinal data, 
comparing three age groups, gender, and ethnicity, and the examination of mediating and 
moderating effects of social support, perceived health, and life events in the relationship 
between demographic variables and mental health. Finally, a key message from this study is 
that high social support and good perceived health are important factors for older adults, 
contributing positively to mental health. It is expected that the findings of this study 
encourage future investigations and interventions in order to improve mental health among 
older populations. 
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APPENDIX A 
DEMOGRAPHIC QUESTIONS 
1. Sex of Subject 
0 Male 
1 Female 
2. Ethnicity of Subject 
1 White 
2 Black 
3 Oriental 
4 Hispanic 
5 American Indian 
6 Other 
9 Not answered 
3. When were you born? 
4. How old are you? 
PERCEIVED HEALTH 
1. How would you rate your overall health at the present time —excellent, good, fair, or 
poor? 3 Excellent 
2 Good 
1 Fair 
0 Poor 
- Not answered 
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APPENDIX B 
LIFE SATISFACTION SCALE 
Here are some statements about life in general that people feel differently about. Please 
read each statement on the list and place a check on the line provided beside AGREE, 
DISAGREE, or UNCERTAIN. PLEASE BE SURE TO ANSWER EVERY QUESTION 
ON THE LIST. 
1. As I grow older, things seem better than I thought they would be. 
1. AGREE 2. DISAGREE 3. UNCERTAIN 
2. I have gotten more of the breaks in life than most people I know. 
1. AGREE 2. DISAGREE 
3. This is the dreariest time of my life. 
1. AGREE 2. DISAGREE 
4. I am just as happy as when I was younger. 
1. AGREE 2. DISAGREE 
5. My life could be happier than it is now. 
1. AGREE 2. DISAGREE 
6. These are the best years of my life. 
1. AGREE 2. DISAGREE 
7. Most of the things I do are boring or monotonous. 
1. AGREE 2. DISAGREE 
3. UNCERTAIN 
3. UNCERTAIN 
3. UNCERTAIN 
3. UNCERTAIN 
3. UNCERTAIN 
3. UNCERTAIN 
8. I expect some interesting and pleasant things to happen to me in the future. 
1. AGREE 2. DISAGREE 3. UNCERTAIN 
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9. The things I do are as interesting to me as they ever were. 
1. AGREE 2. DISAGREE 
10. I feel old and somewhat tired. 
1. AGREE ~ 2. DISAGREE 
11. I feel my age, but it does not bother me. 
1. AGREE 2. DISAGREE 
12. As I look back on my life, I am fairly well satisfied. 
1. AGREE 2. DISAGREE 
13. I would not change my past life even if I could. 
1. AGREE 2. DISAGREE 
3. UNCERTAIN 
3. UNCERTAIN 
3. UNCERTAIN 
3. UNCERTAIN 
3. UNCERTAIN 
14. Compared to other people my age, I've made a lot of foolish decisions in my 
life. 
1. AGREE 2. DISAGREE 3. UNCERTAIN 
15. Compared to others my age, I make a good appearance. 
1. AGREE 2. DISAGREE 3. UNCERTAIN 
16. I have made plans for things I' 11 be doing a month or a year from now. 
1. AGREE 2. DISAGREE 3. UNCERTAIN 
17. When I think back over my life, I didn't get most of the important things I 
wanted. 
1. AGREE 2. DISAGREE 3. UNCERTAIN 
18. Compared to other people, I get down in the dumps too often. 
1. AGREE 2. DISAGREE 3. UNCERTAIN 
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19. I've gotten pretty much what I expected out of life. 
1. AGREE 2. DISAGREE -3. UNCERTAIN 
20. In spite of what people say, the lot of the average man is getting worse, not 
better. 
1. AGREE 2. DISAGREE 3. UNCERTAIN 
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APPENDIX C 
PGC MORALE SCALE 
1. Do things keep getting worse as you get older? 
Yes No 
2. Do you have as much pep as you had last year? 
Yes No 
3. How much do you feel lonely? 
Not much A lot 
4. Do little things bother you more this year? 
Yes No 
5. Do you see enough of your friends and relatives? 
Yes No 
6. Do you feel that as you get older you are less useful? 
Yes No 
7. Do you sometimes worry so much that you can't sleep? 
Yes No 
8. As you get older, are things than you thought? 
Better Worse 
9. Do you sometimes feel that life isn't worth living? 
Yes No 
10. Are you as happy now as you were when you were younger? 
Yes No 
11. Do you have a lot to be sad about? 
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Yes No 
12. Are you afraid of a lot of things? 
Yes No 
13. Do you get mad more than you used to? 
Yes No 
14. Is life hard much of the time? 
Yes No 
15. How satisfied are you with your life today? 
Satisfied Not satisfied 
16. Do you take things hard? 
Yes No 
17. Do you get upset easily? 
Yes No 
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APPENDIX D 
GERIATRIC DEPRESSION SCALE 
1. Are you basically satisfied with your life? Yes No 
2. Have you dropped many of your activities and interests? Yes No 
3. Do you feel that your life is empty? Yes No 
4. Do you often get bored? Yes No 
5. Are you hopeful about the future? Yes No 
6. Are you bothered by thoughts you can't get out of Yes No 
your head? 
7. Are you in good spirits most of the time? Yes No 
8. Are you afraid that something bad is going to happen Yes No 
to you? 
9. Do you feel happy most of the time? Yes No 
10. Do you often feel helpless? Yes No 
11. Do you often get restless and fidgety? Yes No 
12. Do you prefer to stay at home, rather than going out and Yes No 
doing new things? 
13. Do you frequently worry about the future? Yes No 
14. Do you feel you have more problems with memory than Yes No 
most people? 
15. Do you think it is wonderful to be alive now? Yes No 
16. Do you often feel downhearted and blue? Yes No 
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17. Do you feel pretty worthless the way you are now? 
18. Do you worry a lot about the past? 
19. Do you find life very exciting? 
20. Is it hard for you to get stared on new projects? 
21. Do you feel full of energy? 
22. Do you feel that your situation is hopeless? 
23. Do you think that most of people are better off than 
you are? 
24. Do you frequently get upset over little things? 
25. Do you frequently feel like crying? 
26. Do you have trouble concentrating? 
27. Do you enjoy getting up in the morning? 
28. Do you prefer to avoid social gatherings? 
29. Is it easy for you to make decisions? 
30. Is you mind as clear as it used to be? 
Yes No 
Yes No 
Yes No 
Yes No 
Yes No 
Yes No 
Yes No 
Yes No 
Yes No 
Yes No 
Yes No 
Yes No 
Yes No 
Yes No 
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APPENDIX F 
SOCIAL SUPPORT 
1. About how many times did you talk to someone —friends, relatives, or others on the 
telephone in the past week (either you called or they called you)? [IF SUBJECT HAS NO 
PHONE, QUESTION STILL APPLIES] 
3 Once a day or more 
2 2 to 6 times 
1 Once 
0 Not at all 
- Not answered 
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